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Chapter 3 
Resilience, risk and protective factors 
in adolescence 
John W Toumbourou, Craig A Olsson, /an Williams and Bill Hallam 
To the degree that practitioners can both foster the natural capacity for 
resilience, common sense and wisdom found within every person, and create 
optimal societal conditions for youth to thrive in, prevention efforts will be 
successful. 
Kathy Marshall (2001, p. 2) National Resilience Resource Center Minnesota.1 
INTRODUCTION 
Illness prevention and health promotion approaches have made significant 
contributions to youth health in recent decades. This chapter describes the 
developmental prevention approach to enhancing health and wellbeing in 
the adolescent population. The chapter defines concepts such as resilience, 
risk factors and protective factors, and explores prospects for prevention and 
health promotion approaches to advance adolescent health and wellbeing in 
the Australian health care context. 
IMPROVEMENTS IN ADOLESCENT HEALTH IN AUSTRALIA 
Adolescent health has improved in Australia in response to prevention and 
health promotion strategies. 
In line with equivalent Western nations, public health in Australia pro-
ceeds on a rational and planned basis led by a strategic cycle of goals and 
targets followed with monitoring and evaluation. Mortality rates for young 
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Australians (aged 12-24) have halved since 198~ to reach 37 deaths per 100 000 
people by 2007. These declines have continued a steady trend evident since 
the end of the Second World War. Mortality rates remain highest around the 
time of a child's birth, then within the 1-19 years age range will peak in the 
teenage years (13-19 years). Death rates for 20-24-year-olds are four times 
higher than for 12-14-year-olds and 1.4 times as high as for 15-19-year-olds. 
Deaths have trended down in these age groups over the past decade, but pro-
gress in Australia has lagged behind comparable nations. Many of the lead-
ing causes of death in children and teenagers relate to preventable health 
impacts such as those due to injuries and transport accidents. An important 
challenge for health care is to reduce inequalities that currently affect young 
people from Indigenous and low socioeconomic status backgrounds, who 
have higher mortality relative to other Australians. 2 
Success in reducing rates of mortality has introduced new challenges. 
Available data reveal increases since the 1980s in the proportion of children 
under 15 years living with moderate disability (e.g. asthma, learning prob-
lems) or with severe/profound core activity limitations. In 2009 among 
15-24-year-olds, 7% reported some form of disability, with 27% of these 
reporting severe disability.2 
Reductions in mortality in Australia have followed from a range of effec-
tive public health strategies, including those that have targeted road deaths. 
Over the past two decades a combination of community-wide activities, 
including vehicle and road engineering, driver policy, law enforcement and 
education changes, have reduced the prevalence of alcohol-intoxicated driv-
ers and resulted in the reduction of approximately 600 deaths and 6000 inju-
ries each year. Many of the lives saved have been those of young people. 3 
A significant decrease in the rate of suicide for young Australian males 
aged 20-34 years and for young Australians aged 15-19 and 20-24 years 
occurred between 1997 and 2003. Evaluations have suggested that the 
National Youth Suicide Prevention Strategy initiated in 1995 contributed to 
this decline.4 
Some successes in preventing behaviours that compromise adolescent health 
will contribute to population benefits in future years. Significant reductions in 
tobacco use have recently been achieved within the Australian school-age 
population.5 These reductions have been the result of deliberate public health 
strategies aimed at reducing the determinants of adolescent tobacco use. Strate-
gies have included social marketing to promote unfavourable attitudes to 
tobacco, economic and taxation interventions to ensure financial disincentives 
for tobacco purchasers, and state laws that both limit the environments where 
it is legal to smoke and restrict access to tobacco by minors. 5~6 
Despite many successes, there remain major challenges to adolescent 
health in many areas. Increasing rates of early-age alcohol use were observed 
across Australia through the 1990s, and despite some reductions, rates remain 
high? Perhaps related to these trends, police-reported rates of adole_scent vio-
lent offending have increased in all Australian states over the past decade.8 
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During the decade prior to 2007, indicators in Australia showed substantial 
increases in levels of child abuse and neglect.9 
Behavioural and mental health problems contribute to around half of the 
disability due to disease experienced by young people in the 15-24 age range, 
with higher rates experienced by Indigenous populations. Available trend 
data show uneven progress in addressing these problems. Between 1998 and 
2007 hospital bed day rates for behavioural and mental disorders among 
13-19-year-old Australians fell by 28% for males, while female rates rose by 
7%.9 Emerging problems associated with obesity and inactivity have been 
documented within populations of children and young people over the past 
decade, with the proportions of 13-17 and 18-24-year-olds who are obese 
increasing between 1995 and 2007. The proportions of overweight young 
people in these groups stayed the same.2 Notification rates for the sexually 
transmissible infection chlamydia have more than quadrupled since 1999, 
with young women and men making up the huge majority.10 
STRATEGIES TO ENHANCE ADOLESCENT HEALTH 
Healthcare strategies can be conceptualised as falling across a continuum 
from prevention through to late-stage treatment and intervention. The 
Institute of Health (US) described the spectrum of possible intervention 
activities that can be applied to mental health promotion as shown in Figure 
3.1.11 This same model has been used in recent years to represent the range 
of strategies that can be applied in responding to and planning for a variety 
of health issues. 
The intervention spectrum recognises that there is a diversity of strategies 
and approaches available to address health issues. The focus of the present 
Treatment 
Figure 3.1 Prevention and intervention response spectrum (Munoz, Mrazek & 
Haggerty, 1996).11 
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chapter is on describing population-level approaches to prevention and early 
intervention. 
Prevention refers to strategies or programs that avert or delay the onset of 
physical or mental illness. Prevention responses can be classified as universal 
where they apply to an entire population, selective where they target groups 
with elevated risk, and indicated where they target individuals already show-
ing signs or symptoms of illness. This conceptualisation of prevention 
addresses the progression from risk factor to illness within populations. 
An alternative conceptualisation of prevention distinguishes between dif-
ferent populations and refers to primary, secondary and tertiary prevention. 
Primary prevention is directed at populations that are currently illness-free, 
secondary prevention is directed at populations showing early symptoms, and 
tertiary prevention is aimed at reducing the impact and progression of illness 
in populations where it already exists. 
Early intervention refers to strategies and programs that aim to disrupt the 
progress of illness following early detection. 
PREVENTION AND EARLY INTERVENTION: CHILD AND ADOLESCENT 
PUBLIC HEALTH SYSTEMS AND HEALTH PROMOTION APPROACHES 
The public health system in Australia and other nations can be conceptual-
ised as a major universal approach to advancing health. This approach fol-
lows a staged model, such that data are first systematically collected on 
problems and determining influences. This data then enables the selection of 
suitable interventions that address problems and determinants. Approaches 
are said to be evidence-based where they make use of data from previous 
program evaluations to inform their design and to increase their potential to 
reduce targeted problems. 
An important focus in health promotion approaches involves efforts to 
integrate activities across multiple domains of influence. Modern health pro-
motion approaches emphasise the importance of cultural, policy and system 
influences as determinants of population health. 
The Ottawa Charter for Health Promotion12 conceives health promotion 
action as necessary in five areas: 
1. public policy 
2. supportive environments 
3. community action 
4. personal skills 
5. re-orienting of health services. 
The Jakarta Declaration on Health Promotion13 added five more levels at 
which action should be taken to strengthen health outcomes: 
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1. promoting social responsibility for health 
2. increasing investments for health development to address health and 
social inequities 
3. consolidating and expanding partnerships for health 
4. strengthening communities and increasing community capacity to 
empower the individual 
5. securing an infrastructure for health promotion. 
WORKING ACROSS MULTIPLE DOMAINS TO ADVANCE MENTAL, 
BEHAVIOURAL AND PHYSICAL HEALTH 
A systems approach to prevention acknowledges the range of political and 
economic mechanisms operating at global, national and state levels that can 
impact on health issues. At the international level these include United 
Nations and World Health Organization policies, treaties, conventions, trade 
rules, and health policy coordination. At the national level these include eco-
nomic and governance policies, health policy and investment, infrastructure 
spending to support evidence-based health policy development, laws and 
regulations, taxes and excise on substances. At the state level, these influ-
ences include health systems coordination, enforcement of policies, health 
and welfare spending, and tobacco control and liquor licensing policies. 
Many factors at the community level mediate the impact of state and national 
policies. For example, numerous services and policies are coordinated and 
delivered by regionalised health services, local government and community 
health services, and through schools. 
The demographic, socioeconomic and labour force characteristics of local 
communities can impact many factors that have a negative influence on the 
development of health behaviours in children and young people. Relevant 
mechanisms include poor maternal nutrition during pregnancy, prenatal 
alcohol and tobacco exposure, environmental tobacco smoke, child abuse 
and neglect, poor family functioning, poor school effectiveness, availability 
of drugs in the community, unhealthy behavioural role modelling, crime 
and violence, and poor community attachment. A number of these factors 
are common to a range of adverse outcomes and social problems. Typically, 
however, they are dealt with as separate domains of public health interest. 
Examples include depression, accident and. injury, self-harm and suicide, 
teenage pregnancy, domestic violence and substance misuse, and school 
truancy and failure. 
Recognition of the importance of an integrated strategy for improving 
youth health has led to an increasing awareness of the need for developmen-
tally focused intervention policies and programs. Many Australian state 
governments are establishing offices to better coordinate child health 
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responses to ensure a consistent and developmentally appropriate approach 
across programs and life-course transitions. 
PREVENTION AND EARLY INTERVENTION TO ENCOURAGE HEALTHY 
CHILD AND ADOLESCENT DEVELOPMENT 
The term prevention can be used to refer to services and programs delivered 
to reduce the incidence of health and social problems later in life. Alterna-
tively, it can be used more broadly to refer to interventions aimed at reducing 
the progression, escalation or continuation of a problem. For example, Aus-
tralian alcohol and drug use policies emphasise the minimisation of drug-
related harm. In this context prevention encompasses a broader set of goals 
including reduction of supply, demand and harm, and is not limited solely to 
the reduction of alcohol or drug use. In what follows potential targets for 
prevention are examined. 
Prevention approaches are attractive from an economic perspective, offer-
ing the potential to reduce problems that can otherwise overburden health 
systems. Within a rational public health approach, prevention priorities and 
targets are typically based on epidemiological estimations of the burden of 
disease. All other factors being equal, it is important to ensure that the health 
problems that contribute the greatest share of economic and societal distress 
receive the highest priority. Sub-populations such as Indigenous and socio-
economically disadvantaged youth that shoulder a disproportionate share of 
the health burden should also receive priority attention. 
Australian prevention programs are increasingly adopting a developmen-
tal approach. This approach is now recognised in Australian mental health,l4 
crime prevention15 and substance abuse prevention strategies.16 Develop-
mental approaches to prevention aim to direct evidence-based investment to 
modify the early developmental pathways that lead to later problems. This 
approach has emerged through the synthesis of a range of scientific endeav-
ours, but draws in important ways on life course development research, com-
munity epidemiology, and preventive intervention trialsP In common with 
the broad area known as prevention science, the developmental pathways 
approach seeks to prevent health and social problems by identifying and 
then reducing factors that are likely to lead individuals and groups to develop 
health or social problems. The approach is based on techniques within the 
fields of public health and epidemiology that are designed to prevent health 
problems.11 Although an understanding of underlying causal processes is 
ultimately sought, in general this approach aims initially to identify simple 
associations between early developmental characteristics and subsequent 
problems. For example, an anxious/avoidant temperament in infancy 
increases the likelihood of depressive disorder later in life, while the pres-
ence of strong family bonds protects against later depression. 
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RISK AND RESILIENCE-PROMOTING FACTORS IN DEVELOPMENTAL 
PREVENTION APPROACHES WITHIN INDIVIDUAL, PEER, FAMILY, 
SCHOOL AND COMMUNITY SETTINGS 
Borrowing similar techniques to those used in the study of risk and protective 
factors for heart disease, researchers over the past three decades have been 
investigating risk and protective factors that lead to a range of youth health 
and social problems. Developmental risk factors can be defined as prospective 
predictors that increase the probability that an individual or group will even-
tually experience a particular health and/ or social problem. Protective factors 
are those characteristics that mediate or moderate the influence of risk factors, 
thereby reducing the likelihood of later problems. Many protective factors 
have been identified by studying children showing resilience - that is, those 
who have avoided adversity after being exposed to difficult childhood experi-
ences such as parental mental illness or extreme poverty.18 
To illustrate how the concepts of risk and protective factors have been 
studied and investigated, a brief example is given relating to youth substance 
use. A number of literature reviews have examined the risk and protective 
factors influencing harmful youth drug use.19,zo The review paper by Hawk-
ins and colleagues19 was influential in organising what was known to that 
point of developmental risk and protective factors for youth drug abuse. 
Hawkins and colleagues organised risk factors according to their influence 
in different developmental settings, including communities, families, 
schools, peer groups, and within individuals. Community factors included 
legal and normative expectations for behaviour, availability of substances, 
extreme economic deprivation, transitions and mobility, and high levels of 
neighbourhood disorganisation. In the family context, poor family manage-
ment practices, family conflict, parental drug use, a history of substance 
abuse among biological relatives, and parental attitudes favourable towards 
drug use were all found to predict substance use. In the school setting, early 
and persistent problem behaviour, academic failure and low commitment to 
school each increased risk for substance use. Individual and peer factors 
included constitutional factors (e.g. sensation seeking and lack of impulse 
control), alienation and rebelliousness, attitudes favourable towards drug 
use, association with antisocial peers, early initiation of substance use, and 
other problem behaviours. 
While greater attention is often given to identifying risk factors, it is equally 
important to consider those factors that promote resilience and are therefore 
protective. The review by Hawkins and colleagues19 described above also 
organised what was known of protective factors, arguing that they fell into 
three basic categories. These consisted of individual characteristics (e.g. a posi-
tive social orientation, high intelligence, and a resilient temperament), social 
bonding (e.g. warm, affective relationships and commitment to conventional 
lines of action)}S healthy beliefs, and clear standards for behaviour. 
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A key premise in prevention science as it currently stands is that risk fac-
tors have a cumulative impact. The more risk factors that are present and the 
longer they persist over time, the greater the subsequent developmental 
impact. 21 There is no single risk factor that lies at the heart of developmental 
problems. Rather, these problems can be regarded as having complex causes 
involving influences and interaction of multiple risk and protective factors. 
One view that has been proposed regarding the cumulative effect of risk 
factors is that they operate somewhat like a snowbalJ.2° According to this 
view, exposure to risk factors early in life can lead to subsequent risk factors 
that tend to 'adhere' and accumulate as a consequence of earlier problems 
experienced. For example, maternal alcohol use and tobacco smoking may 
impede fetal and early childhood development, resulting in cognitive deficits 
that then undermine subsequent school adjustment and academic perfor-
mance. In turn, poor school adjustment and school behaviour problems may 
lead to social aggregation with other young people showing increased risk of 
substance use, crime, and early school termination. Using this snowball anal-
ogy, the clear solution is to stop the snowball gathering momentum by inter-
vening early at the top of the mountain. For example, by increasing support 
and the availability of psycho-education to at-risk mothers before they con-
ceive, it may be possible to prevent the sequence of events that can result in 
the cumulative escalation of risk. 
In many cases the cumulative effect of risk is more temporal and can be 
described with the analogy of a snowstorm.20 According to this view a 
healthy child can be put at risk by temporal events such as exposure to 
extreme weather. If such exposure continues for long enough and the child 
has little protection, adverse health outcomes can result. For example a 
healthy child may be able to avoid joining in with drug use in the peer group 
and community for a period of time through their adolescence. However, if 
this behaviour is common within their community, the likelihood increases 
of the adolescent eventually becoming involved in drug use. Where the ado-
lescent has low protective factors (such as parents being unavailable to super-
vise activities, or poor relationships with teachers), the likelihood of the 
adolescent becoming interested in drug use may increase. The protective 
advantages of positive relationships with adults suggest there is potential to 
protect health within risky social environments by increasing healthy adult 
relationships or other protective factors (analogous to providing shelter in 
stormy weather). From this perspective solutions lie in improving social envi-
ronments (by reducing peer risk factors and increasing protective social rela-
tionships) through the course of development.22 
The social development model22 is a theory of child and adolescent sociali-
sation that has grown out of behavioural and attachment research. The model 
aims to provide a theoretical description of how protective factors in the 
social environment can be enhanced to increase adolescent resilience and 
how exposure to risk can be reduced. The model is attractive for adolescent 
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health promotion in that it integrates a range of scientific work and provides 
directions for interventions. 
The social development model describes four main phases of socialisation, 
with earlier phases impacting later development. The earliest socialisation 
experiences occur in the family. Once the young person enters primary 
school, the focus of socialisation moves increasingly from the family towards 
the school, and a new phase is entered. When young people enter early 
secondary school they spend increasing amounts of time with their peers, 
unsupervised by adults, and the peer group emerges as an increasingly 
important unit of socialisation. Towards the end of the adolescent years social 
influences continue to affect behaviour through expanded peer groups, 
romantic relationships, and the work environment. By late adolescence suc-
cessful prevention/intervention programs focus less on developmental deter-
minants and more on improving social skills, changing social relationships, 
or altering legal and community responses. 
ADDRESSING UNDERLYING INFLUENCES (RISK AND PROTECTIVE 
FACTORS) WITHIN COMMUNITIES AND FAMILIES TO PROMOTE 
POPULATION BENEFITS 
To illustrate the multifaceted nature of influences on health and social out-
comes through adolescence, we use the example of adolescent alcohol and 
drug use behaviour. Figure 3.2 provides a summary from Loxley and col-
leagues16 of areas that can be addressed to reduce drug-related harm. 
Figure 3.2 suggests that a carefully coordinated mix of service and system 
investment, rather than any single contribution, has the greatest chance of 
Universal strategies 
for legal drugs 
Taxation and Price 
Regulation 
Enforcement 
Education 
Parent support 
Community 
improvement 
Targeted early age prevention 
Maternal and family support: 
Infancy, pre-primary and primary 
school vears 
Community systems 
Changes in social 
connections, availability 
of substances, service 
delivery, drug 
environments and 
community capacity 
Targeted adult interventions (all 
drugs) 
Brief interventions, treatment with 
involvement of family members 
and harm reduction strategies 
Population-
level benefits 
Reduced drug 
use, harm, 
dependence, 
mental health 
problems and 
crime 
Figure 3.2 A summary of recommended prevention strategies to reduce drug-
related harm (modified from Loxley et al, 2004) 16 
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leading to reductions of community problems. The range of possible strate-
gies demonstrates the importance of tailoring the mix of investment to the 
specific and distinct needs of particular communities. 
The box on the left of Figure 3.2 lists a range of universal prevention strate-
gies with demonstrated evidence that they can be implemented to reduce 
problems associated with legal drugs such as alcohol and tobacco. Among 
the strategies listed in this box are taxation and price. These broad ranging 
economic strategies have an important impact as they limit the amount of 
legal substances (such as alcohol and tobacco) that can be purchased and 
consumed. Regulation involves a broad class of strategies enacted by state 
and local government that include laws that influence where and to whom 
alcohol and tobacco can be sold. Enforcement of regulations typically includes 
strategies involving a local community component and may include commu-
nity, police and municipal officers working closely with state authorities to 
provide education and enact penalties for rule violations. 
Also included in this list is education, which includes broad-based strate-
gies such as quality school education and school organisational improve-
ment, together with more specific drug education strategies. Parent support 
involves a range of strategies aiming to maximise family effectiveness. Com-
munity improvement includes a broad range of strategies aimed at enhanc-
ing community amenity and access to services while attempting to reduce 
social marginalisation and economic disadvantage. 
Case study: Developmental prevention - Communities 
That Care Mornington Peninsula Shire 
Local health and medical professionals were among the range of people who supported 
a community initiative within Victoria's Mornington Peninsula Shire. The initiative arose in an 
effort to reduce high rates of youth alcohol and drug abuse and early sexual risk behav-
iours evident in the Shire. Student survey data collected in 1999 and 2002 helped to 
clarify intervention targets to reduce the maior health and social problems affecting young 
people within the Mornington Peninsula Shire. Over a five-year period a central coalition 
(Communities That Care Mornington Peninsula Shire) facilitated the formation of six Local 
Area Groups (LAGs). The central coalition and LAGs integrated the efforts of a range of 
professionals (e.g. municipal youth workers, police, community health workers, school prin-
cipals and staff, local employers) and citizens. Each of the LAGs was supported to use 
local student survey and other data to set priority targets for reducing risk factors and 
enhancing protective factors. Plans were then developed to use evidence-based programs 
and the theoretical framework of the social development model to design strategies to 
increase protective factors and reduce risk factors. The strategically planned activities and 
community mobilisation were then encouraged over a number of years. Evidence-based 
programs that had increased implementation through the plan included parent education, 
school social/emotional competence curricula, and community opportunities' Student sur-
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veys were repeated in 2007 and revealed improvements on a range of the targeted risk 
and protective factors. Rates of adolescent substance use and precocious sexual behav-
iours showed population reductions in line with the planned torgets23 
AN INTEGRATED APPROACH TO PREVENTION AND EARLY 
INTERVENTION FOR HEALTH AND MEDICAL PROFESSIONALS 
Health and medical professionals and the health organisations they support 
have played central roles in encouraging the advances in adolescent health 
achieved to date. Health professionals play an important role in supporting 
both specific medical interventions and the implementation of evidence-
based prevention and early intervention policies.24 
The reduction of adolescent tobacco use has relied on solid epidemiologi-
cal evidence that was initially developed and disseminated by health and 
medical professionals. Efforts to address the multiple determinants of tobacco 
use led these professionals to advocate for the establishment of new health-
focused institutions, such as the Victorian Health Promotion Foundation,25 
incorporated under the Tobacco Act in 1987. VicHealth has gone on to support 
the development of a range of public health research and practice improve-
ment centres, including the Centre for the Study of Mothers' and Children's 
Health, the Centre for Adolescent Health, and the Centre for Tobacco Control. 
The success of the VicHealth framework is indicated by the establishment of 
similar models in other Australian states and in many other countries. 3 
Loxley and colleagues24 discuss the role that health and medical profes-
sionals can play in promoting prevention and early intervention responses. 
Their report identified the following effective interventions that encourage 
the healthy development of children and young people: 
• Ante- and postnatal home visits by nurses aimed at supporting high-risk 
parents to develop good parenting practices, to prevent child abuse, to 
ensure the child's basic needs are met effectively and to encourage positive 
child-parent attachment. 
• Identifying fetuses or infants at risk due to maternal distress or drug use, 
including early intervention to encourage reduction of harmful maternal 
alcohol and tobacco use. 
• Supporting families who have problems associated with alcohol and drug 
use to ensure opportunities for healthy child development. 
• Assisting parents and families to develop skills and gain support for effec-
tive parenting, and discouraging potentially harmful practices such as 
introducing children to alcohol and drugs. 
• Through training and evaluation strategies, improving the preventive 
screening and health promotion offered to children and adolescents by 
primary health professionals.24 
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Behavioural risk factors for a variety of health issues can be managed in 
primary care and general practice using initiatives such as the 'Healthy Kids 
Check'.26 Brief interventions by primary care practitioners appear effective 
for reducing both smoking and early-stage alcohol problems?? but uptake of 
effective strategies is typically poor among relevant professionals. 
Health and medical professionals typically play important roles in offer-
ing various forms of treatment to adult family members. Developmental pre-
vention frameworks call attention to the importance of recognising such 
treatment responses as opportunities to intervene to support adults in their 
roles as parents and family members as well. There is some evidence to sug-
gest that enhancing parenting support to parents receiving alcohol and drug 
treatment can improve parental effectiveness and increase parental motiva-
tions to reduce alcohol and drug use. 28 Supporting parents who experience 
mental illness also appears to be an effective mental health promotion strat-
egy. 29 Offering parent education and family support in the context of treat-
ment for substance use or mental health problems may be an important 
strategy for minimising the intergenerational transmission of substance use 
and mental health problems. However, most treatment programs do not cur-
rently have mechanisms to screen and engage parents, and only a small pro-
portion of people experiencing substance use and mental health problems 
currently receive any formal treatment.24 
FUTURE DIRECTIONS IN ADOLESCENT WELLBEING 
The future holds opportunities to explore a new and broader range of direc-
tions in adolescent wellbeing and resilience. 
Contemporary practices in mental health have tended to follow a disease 
model in which wellbeing is defined by the absence of mental or physical ill-
ness. New approaches to adolescent mental health are moving away from the 
disease model to a positive youth development orientation. 30 Within this 
model wellbeing is defined by the experience of positive mental and physical 
adjustment and character development. The Positive Psychology movement 
embodies this approach, where wellbeing needs to be grounded in fulfilling 
human potential rather than merely not being ill.31 Positive youth develop-
ment implies that each young person's personality and potential can find 
individual self-expression that is true to each person's sense of self. 
Important debates are emerging around topics such as the characteristics 
of wellbeing, its measurement, and monitoring changes over time. Wellbeing 
is often defined in terms of subjective emotion states or happiness. 32,33 How-
ever, such an emphasis on feeling good (hedonia) can, ironically, lead to 
increased disappointment, anxiety and depression when perceived needs are 
not attained.34 An alternative focus on wellbeing is located in the ideas of 
Aristotle, who espoused eudaimonic rather than hedonic wellb~ing. Eudai-
monic wellbeing is focused upon fulfilling human potential rather than hap-
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piness seeking, a concept central to Self Determination Theory35 and Positive 
Psychology.31 The emphasis upon being true to self in these alternative 
approaches is an attempt to counter the powerful pressures to pursue success 
and social approval at the cost of authenticity and true self-esteem.36 These 
novel directions may represent new frontiers for enhancing resilience and 
protective influences and hence need to be developed and researched to 
establish their potential to provide individual and societal benefits for health 
and wellbeing. 37 
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